whom the deformity is not too severe and where there is a full range of movement in the joint. Clawing of the toes and severe metatarsalgia are contra-indications.
Swelling of the Subaromial Bursa: Report on 16 Cases by Edmund Shephard BM FRCS (West Kent General Hospital, Maidstone, andPembury Hospital) This paper presents a small personal series of subacromial bursal swellings. A subacromial bursogram (Fig 1) demonstrates the subacromial, subdeltoid and subcoracoid portions noted by Codman (1934) . Bursal enlargement may be gross, or slight and require careful examination for its recognition. Swelling extends from the front to the lateral side of the humeral head, and in large bursa posteriorly as well. Palpation reveals fluctuation and a well-defined margin. There should be no confusion with shoulder-joint swelling. However, arthritis of the shoulder and subacromial bursitis sometimes occur together. Shoulder movement is usually somewhat restricted, but sometimes surprisingly full. xEtiology In the 16 cases under review, 2 were due to injury, 8 to chronic polyarthritis, 1 to Reiter's syndrome, 1 to gout, and 4 were of uncertain oetiology.
The average age was 62 years (43-81); 12 patients were female and 4 male.
In all 16 patients aspiration yielded fluid in amounts up to 150 ml. A small aspirate from a large bursa suggests multiple loose bodies. In most cases, the aspirated fluid was cloudy yellow and contained polymorphonuclear leucocytes. Fluid was blood stained in the 2 cases of njury and in 1 patient with polyarthritis (Case 7).
Aspirates grew no pathogenic organisms, includ-*ing Myco. tuberculosisa point of importance, because tuberculous subacromial bursitis has been reported by Pimm (1955) , and others. Injury (Cases 1 and 2) Case 1: A woman aged 48 fell through a trap door, saving herself with her right arm. The subacromial bursa was tensely swollen. Blood-stained fluid was aspirated and a bursogram showed no communication with the shoulder-joint, indicating an intact supraspinatus tendon. Recovery was uneventful.
Case 2: A woman aged 62, after a fall, presented a swollen right subacromial bursa, from which blood was aspirated.
.~~~~~~~. . . . ..
--. . . . . . . . : . : In all 8 patients (7 female, 1 male), the hands were affected and theerythirocyte sedimentation rate (E.S.R.) was raised One patient (Case 5) had a rheumatoid nodule. Four had positive serum rheumatoid.agglutination tests (Cases 5, 7, 9 and 10). In most, bursal sweffing was chronic and had been present for several years or months, but in Case 3 acute bursitis accompanied an exacerbation of the disease, and subsided in a few days. The radiograph in Case 4 showed erosion of the tinder-surface of the acromion and irregularity of the greater tuberosity In this group, 4 chronically enlarged bursie were excised in 3 patients (Cases 5, 6 and 7), to relieve pain and improve appearance. Three bursee contained multiple loose bodies. The walls showed polypoid proliferation and, on microscopy, villous bursitis with no evidence of tuberculosis. In Case 5 the shoulder-.omt also was explored and a proliferative arthritis found. The fourth bursa excised was in Case 7 who gave the curious story of recurrent bruising over a painful right shoulder. Aspiration of the bursa yielded bloodstained fluid. X-ray showed a widened acromioclavicular joint. Operation demonstrated a pigmented bursitis and arthritis of the shoulder, with erosion through the supraspinatus tendon and into the acromio-clavicular joint. It is likely that blood oozing from the villous bursal lining and from the shoulderjoint passed through the acromio-clavicular joint to produce superficial bruising. Section of the bursal wall showed hemosiderosis, due to repeated absorption of blood pigment from the cavity (Collins 1951).
Reiter's Syndrome (Case 11) A man, aged 47> four days after onset of urethritis presented pain and swelling of the left subacromial bursa and of the left knee. Aspiration of the bursa yielded cloudy yellow fluid. E.S.R. 82 mm in 1 hour (Westergren). The urethritis proved non-specific. Full recovery took several months.
Gout (Case 12)
A man, aged 75, had severe pain and sweUling of the left subacromial bursa and, three months later, of the right. The serum uric acid estimations were 8-1 and 14-2 mg/100 ml respectively. The patient benefited from uricosuric drugs, and eighteen months later the serum uric acid was 4-6 mg/100 ml.
Cases of Uncertain Etiology (4 Cases)
In Cases 13 and 14 the E.S.R. was normal, and swelling was slight and subsided in due course.
In Cases 15 and 16 the E.S.R. was raised. The swollen burse, which were excised, contained multiple loose bodies, and communicated with the shoulderjoint and with the acromio-clavicularjoint respectively. The walls showed polypoid proliferation and, on microscopy, no evidence of tuberculosis.
Conclusion
Swelling of the subacromial bursa may be due to several causes, the most common in this small series being chronic polyarthritis. Excision of 6 chronically enlarged bursve, 5 of which contained multiple loose bodies, has proved worth while; 1 such patient has been followed up for six years, and 2 for over three years.
[Operative findings were illustrated by stereoscopic colour slides.]
